COMMERCIAL TRAVELERS

MUTUAL INSURANCE COMPANY
COMMERCIAL TRAVELERS BUILDING
UTICA, NEW YORK 13502

For Tall-free Policyholder Service
1-B00-T56-3702
Utica area 315-FO7-5200

Praase check the cormest Underwriting Company;
O COMMERCIAL TRAVELERS MUTUAL INSURANCE COMPANY
L1 SECURITY MUTUAL INSLIRANCE COMPANY OF NEW YORK

Instructions

1. FART A — mus! be completed by the schoal,

2. PART B — mugt be complebid by Parant or Guardian
4. Attach all Bamized medicat bills you b receied 1o

date. Later b¥ls can be mailed 10 $he claims administralor
sepaftaly, Pasise show nams of schood an 2 [ater bills,

4. Mail this reporl andd bl within 50 days affer fhe first Fest
mant i

Speciel Risks Claims

o et e
MSUrance Lo

Th Ganasee Sireetl

Uzica, MY 13502

Accident Claim Form
Please print or typa

Part A: School Report

Instructions — school official complates this Part A, then gives the form 1o the student's parent of guardian to camplete Part
B on the reverse sida. Parent must provide name of schoolschool district, if not school related sccident.

If you have submitted an actident report to another insurance company, please attach a copy.

Mame af School Sohool DistrictPolicyholder
Phone Mo, | )
Addrass
StrestiBot City State Zip | Policy No.
Mame of Student Grade
OMale DOFamalia
Dale of Aocident How Accident Occurred
/ / O  Enrouts ioffrom school
O During schoal session
Tima al Accident M Practice or play of Interscholastic sporis
O AmM Mame of Sport Oy Charsity
O PM O Cher

How did accident happenT

Detalls of Injury — including part of body Injured:

Narme of Teacher or Coach Supervising the Activily

Any person who, knowingly and with infent to defraud any Insurance com or other r, flas an application for insur-
ance or statement of claim containing any materally false information, or ﬁ"gaals fiae 1@&’2‘@ af mi I:dl::llng_ information
cerning any fact material thereto, commits a fraudulent insurance act, which is a criime (in FL, a fainrn:d\,r In the third

con
g%ﬂajs}. and in the stale of New York. shall also be subject to & civil penalty not to @ five thausa

value of the claim for esch such viclation

dablars and fhe

Signature of School CfficialiTithe

[ate Signed

Form 2003 —Reversa side must ba completed by parent or guardian—



Accident Claim Form
Please print or type

Part B: Statement of Parent or Guardian

Mame of Injured Student Social Security Mo, Date of Birdh Date ﬂf::ﬂqfdﬂl'lt
/ [ !

Mame of Person Making this Report Relationship to Student
Address Tel-aphnne

Home | §
Streat/Box# Cley State Zip Waork | ]
Mame of Student'’s Male Parent or Guardian Ciocupation Social Sacurity Mo,
Adldress if diferent from shudent
Emplover's Mame and Address
Pmag EirngiiBesd Cify =5 £ip Phors #
Hame of Student's Female Parent or Guardian Cocupation Social Sacurity No,

Address if diffarant from sisdent
Employer's Mame and Address

Mame Sireei o City ials Zin Prors il

Does elther parent or guardian have Accident/Healih Insurance which covers this student? 0O Yes O Ho
If yes, which person{s)

Mame of Insurance Company(as) Mama of Folicyhalder(s)

For Around-the-Clock Coverage only:
Clate of Injury (or) onset of sicknass Whan was physiclan flest consullad?
Matura-of injury (or) linass
IF injury, how and wihere did accident ocour?

Hawve you sulferad same or-simiiar condition [n the past? O Yes O Mo I "Yes" and if you were treated for, &, please give
nama and address of the physician who treated you
Crates- treated
Give name, addrass and telaphone number of usual famlly physician

Phona

| hereby authonze any physician, hospltal, company, employer. or organization fo refease any information regarding the mead-
ical histary, treatment. or benefits payable for this claim, to the Insurance Company checked on the reverse or iis authonzed
benafil plan administrator, A photosiatlc copy of this authonzation shall be as valid as the original.

| also authorize the Insurance Company checkad on the reversa or thelr raprasantatives to pay all bills in connection with this
claim directly to the doctor, hospital or any other persons rendering senvice, and such paymenl shall relesse the Insurance
Company from liabifity a5 to amounts so paid.

| heraby certify that | have read the answers 1o all parts of this fonm and to the best of my knowbedge and belief the Infonma-
fion i= compiete and comect a5 given herein

Name of Studant

Any person wha, knowingly and with intent o defraud any insuranoco company of other parson, fes an application for insur-
ance or staterment of claim containing amy materially false information, or conceats for the purpose of misleading, | i
concaming any fact matedal thereto, commits & fravdulent insurance acl, which & a crime {Il_l'l FL, a felony in the third

J.and In the state of New York, shall also be subject to a civil penalty not to exceed five thousand dollars and the stat-
ad value of the clalm for each such viclation,

Signature of Parant or Guardian Date Signed

Form 2003w



